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Aresident has the right to reside and recoive
servioes in the facility with reasonatile
accommodations of individual needs and
preferences, oxcept when the healih or safety of
the individual or other residents would be
endangered.

This REQUIREMENT 1s not met as evidenced
by:

Based on observation and interview, the facility
falled to maintain a call light within react: for one
(#99) of thirty-nine residents reviowed.

The findings included:

Observalion on July 1, 2013, at 2:37 p.m,,
tevealed resident #92 on the bed with bilateral
quarter side rails In the up position at the head of
the bed. Further observation revealed the cali
light was on the chair next to the head of the bed
and was not within reach of The residont.

Interview on July 1, 2013, at 2:40 p.m., in the

Overseen by the DON resident #39’s call
light was verificd to be in pluce. On
07/01/13. Overseen by the DON : on
7/1/2013, all patients 1o Health Care Center

-were monitored and call lights were

visualized and were witlin rench.

Overseen by the DON; in-service training
began for all licensed nurses and CNA*s on
7/1/2013 regarding their rolc in assuring that
patien’s call lights are always placed within
reacl, Bepinuing 7/2/2013, a quality
asaurance study will be overseen by the
DON in which. 20 rardom residents witl b
menitorod randomly throughout days/nights
to verify placement of call lights for 4
weeks., The DON will monitor compliance
of this study, address resulls as indicated
and report io the cenler’s Quality Assurance
committee which congsists of the
Administrator, Director of Mursing, Medical
Director, Social Worker, Health Taformation
Manager, Director of Dictary and Nurses
Munagers, The stady will continne as
direoled by the Quality Assurance
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During comgplaint invosligation number 31798,
conducted in conjunclion with the annual survey,
on July 1-3, 2013, at NHC Healthcare,
Murfreesbora, no deficiencies were cited in
relation to the complaint under 42 CFR Part
482.13 Roquirements for Long Term Care.
F 246 | 483.15(e){1) REASONABLE ACCOMMODATION F 246 F246
55:-p | OF NEEDS/PREFERENCES A

i 7/20/13
resident’s room, with Certified Nurse Aide #2 Committes. 120/
revoaled the resident was capable of aclivating
the call light. Further interview confirmed the call
T - 13 e 0 TITLE {X6) DAYE
LABORATORYsOIRECTCOIVS OR PROVIDE UPPLIER REPRESUNTATIVE'S SIGNATURE Py /
Uran ) deﬂlﬂl.‘df"ﬂ%ﬁ 1 "7[!3

1 1
Any deflclency sga_temen[ endlng wilh an asterlsk {*) denotes a deficlency which the ihsttulion may be excusod from correcling providing It is determinad that
olhor safeguards provide sufficient protection to the palients. (Sac inslructions.) Except for nursing homes, the findings stated atiove are dlﬁdogablc 90 days
following Whe dalw of survey whether or not a plan of cowectlon is providad. For nursing homes._thc above findings and pfans of cormection are disclosable 14
days following the: date these dugumonts are made avaitable to the faclilly. if deficloncles aro cited, an approved plan of correction is requisite fo conlinued
program participalion,
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$S=D | COMPREHENSIVE CARE PLANS

Afacility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of cara,

The facility must develop a comprehensive care
plan for each resident that inciudes measurable
objeclives and limetables to meel a residenfs
medical, nursing, and montal ang psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must descrlbe the services that are
fo bs furhished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including tha rignt to refuse treatment
under §483.10({b)(4).

This REQUIREMENT is not met as evidenced
by: .
Based on medical record review, observation,
and interview, tho facilily failed to update the care
plan for one resident (#79) of thirty-nine residents
reviewed.

The findings included:
Resident #79 was admitted to the facility on

November 3, 2006, wilh diagnoses including End
Stage Renal Disease, Diabetes, Hypertension,

{X4) 1D SUMMARY STATEMENT QI DENCIENCIES D PROVIDER'S PLAN O CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDLD DY FULL PREFIX {EACH CORRECTIVE ACTION SMOULD BE COMPLETION
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F 246 | Continued From page 1 F 246
light was not within the reach of the resident.
F 279 483.20(d), 483.20{k){1) DEVELOP F 279 ¥79

Qverseen by the DON the care plua for patieot #79
was updaled regarding carc for their dinlysis sile on
07/02/13. Overseen hy the DON; on 7/2/2013, all
residents with dialysis/shuots care plans were
reviewed and updaled acvordingly, Diatysis carc
plan was updated to roflect cure for dinlysis access
site.

Overseen by the NOR; in-service training began Jor
all licensed nurses on 7/3/2013 regarding dialysiy
paticat’s plan of eare and the appropriate care of
acceoss site,

Beginning on 7/3/2013, 1 quality assurance study
will be overscen by DON i which 10% of dialysis
[ratient’s rocords will be reviewed initialty ta reveal
if plan of care roflce(s approprinte access sitc carc
weekly for 4 weeks. The DON will monitor
compliance of this study, addresy results as indicated
und report Lo the center’s Qualily Assurunce
commitles which consists of the Adminisiraior,
Drirector ot Nursing, Medical Dircctor, Sovial
Worker, Hesllth Information Manager, Dircetor of
Dictary and Nurses Managers. "I'he study will
gc;;tmumg ::. direeled by the Quality Assurancs 7/20/33
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Continued From page 2

Atrial Fibrillation, and Peripheral vascular
Disease.

Medical record review revealed the resident had a
dialysls access in the right upper arm and
received dialysis three days a week al an
outpatient clinic. Medical record review of the
care plan updated March 31, 2013, revealed the
dialysis acess was not care planned to address
the care of dialysis actess located In the right
upper arm. Further review revealed the care plan
dld not address the practice which requires no
needle sticks or blood pressure chacks In the arm
of the access.

Observation and interview on July 2, 2013, at
12:30 pm, revealed the resident was sitting in the
recliner in the room, with a gauze bandage on the
right upper arm. Resident stated had just got
back from dialysis.

Interviaw with Registered Nurse Supervisor #1,
on July 2, 2013, at 2:30 p.m., at the nurses'
stalion, confirmed the care plan did not address
the care of the resident's dialysis access In the
right upper arm.

483.25(d) NO CATHETER, PREVENT UT],
RESTORE BLAODER

Based on the resident’s comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate

F 279

F 315
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treatment and sarvices to pravent urinary lract . . .
infections and to restore as much normal bladder Resident #f 86 hud been previously discharged
function as possible from the center, Ovorseen by the DON all patient
' ' care plans were revicwed 10 essure there was o
' bowel/ bllder assessmenl performed within
. . 72 ho I pdmission and e o the carc
This REQUIREMENT is not met as evidenced plan :ar[f ;thc chett.
by: _ o This was comploled 07/03/13
Rased on medical record review and interview, Beginning 17/03/13, Overseen by the DON,
the facility failed to assess a resident's bladder the Bowel/Pladder Assessment Farm was
status and implement a bladder training program updatod ard revised and In-sorvics training
1o maintain/improve bladder function for one hegan for ull Licensed Nusing Stall' Lo
(#886) of thirty-nine residents reviewed. ensura thoy arc nware that this pariveler
assessment is due within 72 hours ol ndmission.
: i . Overgeen by the DON, beginning the week
The findings included: of 7/8/2013; arandom audit of 10 newly
. e admilied residents—gecords will be reviewed
Resident #86 was adml_tted (0] thP: fac:hgy on to aysure the howclbludder assessments arc being
January 8, 2013, with diagnoses including Falls, performed within 72 hours of admission and place
Hypartension, Gastraesophageal Reflux Disease, hencath the uppropiate carc plan tab in chart
Diverticulosis, Dementia, Depression, Anxiely, weckly for 4 weeks. 'Ihc DON will monitor compliance
Atheroscleratic Cardiovascular Disease. ofthis study, sddress results us indicated and roport
to tho conter's Quality Assurance committee which
Review of nursing care plan dated January 9, vonsists of the Adminjstrator, Diractor of
2013, revealed bladder incontinence was not E:;f"_]':%nxﬁiﬁgxggﬁﬁﬁm‘zﬁﬁ%l stary
adc.iressad a.ls a problem in "’:‘se!f but was noted as ynd Nurses Managers. The study will conlinue as
an mterventlon‘ for altered skin integrity - to keep { dircoted by the Quality Assurance Committce, “
dry and do pericare after Incontinence. 720/
Review of the Ocgupational Therapy (OT) consult
datad January 10, 2013, revealed "...review of
this patlent's chart dees not reveal a condition
that would require intervention by an OT.."
Continued review of the consult revealad
"...infervention would not produce any significant
changes until the underlying medical condition is
addressed.. "
Review of the Urinary Incontinence and
Indwelling Catheter assessment from the 5 day
FORM CMS-2587(02.498) Pravious Versions Obsolete Evant ID: HYG!11 Faclllly ID: TH7305 if continuaion sheet Paga 4 of 10
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Continued From page 4

Minimum Data Set, dated January 18, 2013,
revealed modifiable factors contributing o
transient urinary inconlinence were pain and
medications. Continued review of the form
revealed sections on other factors contributing to
incontinence, laboratory tests, diseases and
conditions, type of Incontinence were not
completed. Further review of the form revealed a
section on analysis of findings: review indicators
and supporling documentatior;, and draw
conclusions, description of problem, causes and
contributing factors, and risk factors related to
care area revealed documaentation including
PT/QT (Physical Therapy/Qccupationat Therapy)
nales, MAR (Medication Administration Record),
risks. Further review of the form revealed a
section entitled referral to anothor discipline with
PTIQT to increase indepandence written under
the statement. Continued review of the form
revealed a section entitled document reason(s)
care plan williwill not be developed and
documentation included "...@ {(at) risk for
unwanted SE (side effects) of meds, UTH (urinary
tract infection), ADL (activities of daily living)
deficit, and falls..." Further raviow of the form
revealed no documentation as to whethar a care
plan would or would not be developad.

Interview with the Director of Nursing (DON) on
July 2, 2013, at 4:10 p.m., in the conference
room, confirmed a bladder training program had
not been developed for this resident, Continued
interview with the DON on July 3, 2013, af 7:53
a.m., In the conference room, confirmed the
resident did not have a 72 hour bladder
assessment/voiding pattern completed. Furlher
intarview with the DON confirmed the only
bladder assessmant available was the 5 day MDS

F 315
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(Minimum Data Set). Continued interviow wilh Lhe
DON canfirmed the cara plan did not address
improving bladder function and/or restoring as
much normal bladder function as possible.
F 431 | 483.60({b), (d). (e} DRUG RECORDS, F 431, 44 1
58=D | LABEL/STORE DRUGS & BIOLQGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a systemn
of records of receipt and disposition of all
controlled drugs in sufficlent detail fo enable an
accurate reconclliation; and determines that drug
records are in order and that an account of all
controlled drugs is malntained and periodically
reconciled,

Drugs and biologicals used in the facility must bo
labeled in accordence with currenily acceptad
professional principlas, and include the
appropriate ascessory and oautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access (o the keys.

The facility must provide separately locked,
permanantly affixed comparirents far storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject t¢
abusa, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

(Overscon by the DON, the IV bag for rogident
99 was remnoved and discarded on 7/1/13.

Qverscen by (e DON, all other patient TV sels

currently hung were checked for appropriate

labeling on 7/1/13.

Overseen by DON: on 7/1/2013 in-sorvice

training bepan wilh all [ieonsed nurses
regardiny IV "Therupy Policy/ Guidelines,
CNA’s also in-service on visualization

of 1V bagy and assuring they ars labeled uppropriatcly,
Beginning 7/1/2013, u quality assurance

spady will b overseen by DON in which

upto 5 random patients with TV's will

be selected for inonitoring of proper

lubeling per IV Therapy Pulicy/Guidelines,

'woekly for 4 wesks.

The DON will monitor compliance of this study,

addross resuits as indicated und report to the

center’s Quality Aysurance commitiec

which consists of the Administrator,

Director of Nursing, Medical Director,

Social Worker, Health Information

Munager, Direelor of Diclury and Nurse

Manugers. The stody will continuc

as dirccled by the Quality Assurance

72013
Comumittes.
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This REQUIREMENT is not mef as evidenced
by:

Rased on medical record review, absetvation,
interview, and facility policy review, the facllity
failed to label an intravenous (V) bag for ane
(#99) of thirty-nine residents reviewed.

The findings included:

Resident # 99 was admilted to the facillly on
February 26, 2013, with diagnoses including
Congestive Heart Failure, Hypertension, Diabetes
with Renal Manifestations, Stage 111 Chrenic
Kidney Disaase, Morbid Obesity, Depression,
Anxisty, and Chronic Respiratory Failure.

Review of the physician phone order dated June
27, 2013, revealed "...3) Ertepenem (antibiotic
medication} 1 gm (gram} IV Q day x
{Iniravenously every day for) 7 days... UTI
{Urinary Tract Infection}..."

Observation on July 1, 2013, at 2:37 p.m., in the
raslident’s raom, revealed an IV medication bag
on an |V pole with the pharmacy [abel dated June
29, 2013, of "...INVANZ (antiblotic Ertepenem)
1gm (gram)... 100 ml {milliliters) infuse contents of
bag 1gm over 60 min {minutes) every day for 7
days...". Further observation revealed no facility
Iabel addressing the date and time of the
adrinistration, and no initials of lhe purse
administering the medication.

Interview on July 1, 2013, at approximately 2:45
p.m., with Licensed Practical Nurse #2 and

F 431
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Licensed Practical Nurse #4 in the resident's
roorm, confirmed the IV hag failed to have the
administration dato, lime and initials of the nurse.
Review of the facility policy entitled "IV Therapy”
revealed "...IV solutions are to be changed and
jabeled every 24 hours..."
interview with the Director of Nursing, in the
conference room, on July 2, 2013, at 1:50 p.m,,
confirmed the 1V bag was to be labeled with the
adminisiration dafe, time and nurse's initials. 441
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441| Overseen by Director of Housckeeping, on
5$5=0 | SPREAD, LINENS 12013, patient #8's fun was cleaned
accordingly.
The facllity must establish and maintain an Ovarseen by Director of Housekeeping on
Infaction Control Program designed to provide a 7/1/2013, all of fans which were currently
safe, sanitary and comfgriable environment and in use were monitored for debris and
to help prevent the develapment and transmission cleaned accordingly
of disease and infection. Qverseen by the Dircetar of Housekeeping
and DON; in-service teaching began for all
(a) Infection Control Program licensed pursing, CNA’s and housckeeping
The facility must establish an Infection Control staffto be vipilant to cleanliness of fans
Program undar which it « meluding fan guards and fae blades.
{1) Investigates, controls, and prevents infections Beginning 7/3/2013, a quality assurance
in the facilily, study will be overseen by DON and Divector
{2) Decides what procedures, such as isolation, of Housckeeping in which up to 10 random
should be applied to an individual resident; and patical fans will be monitored and inspocted
{3) Maintains a record of incldents and carrective for debris monthly for 3 months. The DON
actions related to irfections. will monilor compliance of this study,
. address results as indicated aud report to the
{b) Preventing Spread of Infection center's Quulily Assurance committes
(1) When the Infection Gonirol Program which consists of the Administentor,
determines that a resldent necds isalation to Director of Nursing, Medical Director,
prevent the spread of infection, the facility must Sucial Worker, Health Information
isolate the resident. Manager, Dircelor of Dietary and Nurses
(2) The facility must prohibit employees with a Managers, The study will conlivue as
communicable disease or infecied skin lesions directed by the Quality Assurance 7720{13
Commnitteg, I -
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from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each diract resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to maintain fans in a sanitary manner for
two (#8, #99) of thirty-nino residents reviewed.

The findings included:

Observation on July 1, 2013, at 2:00 p.m., in the
room of resident #8 revealed the resident was on
the bed with a box fan in operation directed at the
raslident. Further observation revealed the fan
guard and blades had a heavy aceumulation of
debris.

Interview on July 1, 2013, at 2:00 p.m., with

Certified Nurse Aide #3 and Licensed Practical
Nurse #3, confirmed the fan guard and blades
weare heavy with debris and blowing in ihe
direction of the resident.

Observation on July 1, 2013, at 2:37 p.m., in the
room of resiclent #99 revealad the resident on the
bed, with a nasal cannula in place, and a box fan
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in operation directed at the resident. Further
observation revealed the fan guard and blades
had a heavy accumulation of debris.
Interview In the resident's room, on July 1, 2013,
at 2:42 p.m., with Housekeeper #1, confirmed the
fan had debris on the guard and blades and was
directed at the resigent in the bed.
Interview on July 1. 2013, at 2:45 p.m., with
Licensed Practical Nurse #4 confirmed the fan
grate and blades wera dirty and the fan was
directed gt the resident.
F 483 | 483.70(7) RESIDENT CALL SYSTEM - F 463 463
§5=0D | ROCOMS/TOILET/BATH
. . ] ) Oversecn by the udministrator, on 7722013, the
The nurses' station must be equipped to receive resident call in the shuwer mam on 2 East was
resldent calls through a communication system repaired,
from resident rooms; and toilet and bathing Oversten by Administrator on 7/2/2013, all
facilities. shower room call lights were confirmed ta be In
working order. Qverscen by the Administrator,
in-service teaching began for the plant operation
: . staff and #ll licensed nursing and CNA's 10 be
Eh-lﬁ REQUIREMENT is not met as evidenced vigilant (o he opetation of call lights
Y- . s . and to reporl Lo maintenance any malfunclioning
Based on observation and interview the facility equipment, Beginning 7/8/2013, a quality
fal[Ed tO B.FISUF(? that d EmergBHCy bathI'OOﬂ'l I[ght assurance sﬁld_‘{ Will be DVerseen by thﬂ Dimclur
was funcliona! in one of four common shower ol Mnintenance and DON o which 10 vandom
rooms. patient cal! lights will be monitered and
inspestal for proper opcration monthly for 3
The findings Included: m?nths. The DON wil) manitor tompliancs of
this study, address results as indicated and reporl
: ; ; lo the center's Qualily Assurance commiftce
Obsfwat";;fl and ﬂagi%gth :“ﬁ;ée"f‘r‘:c? h which consists of the Administralor, Dircctor of
employee il on July £, 2014, at 4:35 p.m., in the Nursing, Medical Director, Social Worker,
2 east shower room, confirmed the bathroom Health Informution Manager, Dircotor uf Dietary
emargency call light was non functional, and Nurses Munagers. The study will continue
as directed by the Quality Assurance Commillee,
T120/13
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